A case of 5-year-old boy with a left congenital undescended scapula graded Cavendish III was consulted in our unit and operated successfully with the Woodward technique. It was the first case treated by this procedure for the past 10 years, in the Pediatric Surgical Unit of the Yaounde Gyneco-Obstetric and Pediatric Hospital (Cameroon). The Woodward procedure permitted to obtain a good functional and cosmetic result.
Introduction
Sprengel deformity is a congenital abnormality usually occurring during gestation (8) (9) (10) (11) weeks of gestation), affecting girls in 75% of cases, and being unilateral in 90% of cases. In severe cases it causes limited shoulder abduction. 1 Several surgical methods have been defined for the surgical treatment of congenital elevation of the scapula, among them the Woodward technique first described in 1961. 2, 3 This procedure appeared to be easily applied in our milieu, and was applied for our case report.
Case Report
A 5-year-old boy was addressed to our surgical unit for asymmetry of the shoulders noted since 2 months age. He presented with a left sided mass of the neck, a deviation of the head towards the left (Figure 1 ).
The level of superomedial border of the left scapula was elevated up to the seventh cervical vertebrae while it was normal for the right scapula, with a limitation of the left shoulder abduction that was 75°. The cervicothoracic scanner revealed an elevated left scapula and an omovertebral bone at the level of the seventh cervical vertebrae. The diagnosis of Sprengel deformity graded Cavendish III was retained and the patient elected for corrective surgery through the Woodward procedure.
Surgery was carried out under general anesthesia. The young patient was placed in a semi prone position on the operating table with the affected side uppermost. The operative field released the back from the neck until the iliac spines, the two shoulders and the high part of the arms; the left arm was draped separately to allow manipulations during the procedure, so as to test the scapular belt movements. Incision was first drawn with a marker, same for osseous prominences. Skin incision was vertical, made inner the medial border of the scapula, extended from the fourth cervical vertebrae to the tenth thoracic vertebrae (Figure 2) .
After sub cutaneous dissection, extraperiosteal excision of the trapezius muscle origin, small and large rhomboid muscles, was done. Levator scapulae muscle was divided upwards, after the spinal nerve was isolated and identified. To do this, we were obliged to extend our skin incision upwards and towards the left side of the neck base. Excision of omovertebral bone from the scapula was conducted by a careful dissection, dividing adhesions of this bone to the superomedial scapular border after retracting the transverse cervical artery. We didn't cut the superomedial scapular border because it was not prominent. The left scapula was then lowered using transportation and suturing of the origin of the trapezius muscle to the lower levels over the spinous processes. The inferior pole of the left scapula was sutured to the latissimus dorsi muscle. Parietal closure was carried out layer by layer completed with local suction drainage. Surgery was completed with a thoracic sling put for four weeks and active physiotherapy. No local or systemic complications were seen. Six months later, our case that was Cavendish III improved to I. At the final followup, shoulder asymmetry was almost corrected (Figures 3 and 4 of 35°. Postoperative abduction was therefore 110° (Figures 5 and 6 ), a scar esthetically acceptable.
Discussion
Our patient was a 5 years old boy and presented no associate abnormality. The preoperative cervicothoracic scanner showed an omovertebral bone, all those reasons directed us towards a surgical procedure involving almost only soft tissues. We therefore choose the Woodward scapuloplasty that appeared easier and more rapid to us, taking in account our lack of experience for that kind of surgery. We were encouraged because of some good results of the surgical treatment in others studies in USA, Africa, Asia. 4, 5, 6, 7 We tried as far as possible to avoid scapula excision as described with other procedures. 8 To mobilize the scapula, omovertebral bone excision was done like Doita et al., quoted by Gonen in Ankara, Turkey. 9 Cosmetic and functional results were acceptable in our case; they were evaluated using the Cavendish scale. 10 After a six-months follow-up, the patient was doing better, with a gain in abduction of 35°. We hope to obtain a best abduction increase around the first year of follow up with motion exercises.
Conclusions
We think that a properly applied Woodward procedure is a safe and easy method in the treatment of Sprengel deformity. It provides good functional and cosmetic results even in moderate skilled hands. 
